Background: Ebola virus disease (EVD) remains a public health problem. Health workers are constantly at risk of contracting the disease because of the high risk of infection. The Democratic Republic of Congo is in its tenth epidemic. Objective: This study aimed to determine the level of knowledge, attitudes and practices of care professionals about the occurrence of a possible outbreak of EVD. Methods: This was a prospective cross-sectional and descriptive survey of the care staff of the Moba administrative unit. The period from June to August 2018 was chosen. We administered an adapted CDC-2014 questionnaire to the health care providers in the targeted hospitals. Results: A total of 66 care professionals had participated in our survey. The means age of the respondents was 32 ± 2.1 years, with a male predominance (57.6%) and a nurse (75.8%). The majority of care professionals had good knowledge of the name and reservoir of the causal agent, the severity of the disease, the modes of prevention and the attitude to adopt in case of suspicion of Ebola virus disease, and the year of the last epidemic. On the other hand, the level of knowledge on the definition of the disease, the transmission routes, the virological and clinical aspects and even the number of epidemics that have already affected the Democratic Republic of Congo and the year of the first epidemic was insufficient. The majority of respondents (78.8%; p < 0.01) had never attended Ebola training. Conclusion: The level of knowledge of the care professionals was below expectations. Strengthening care professionals capacity on Ebola virus disease is imperatively required in a short time, given epidemic episodes.
Introduction
Ebola virus disease (EVD) is an acute, severe and often fatal haemorrhagic fever caused by a Filoviridae virus. There are five identified species of Ebola including Ebola zaire, Ebola sudan, Ebola bundibugyo, Ebola Tai Forest and Ebola reston (non-pathogenic for humans) [1] [2] [3] [4] . It occurs as an epidemic mainly in tropical environments [5] [6] [7] , often in the countries of Central, West and South Africa [8] [9] [10] . The DRC experienced its first epidemic in 1976 and to date has counted to ten (including the second most deadly epidemic in the world, in the province of North Kivu and Ituri), from where it is considered the country where care staffs have greater experience with EVD [7] [11] .
The epidemic of EVD has economic and socio-cultural consequences [3] [12] .
The Ebola virus is highly contagious and lethal. The infection begins in primates such as monkeys, gorillas, and chimpanzees (epizootic) to be transmitted later in humans. The modes of propagation and of interpersonal diffusion require the contact with the bodily fluids of the patient or the corpse. Subsequently, general and hemorrhagic clinical signs such as fever, physical asthenia, jaundice, haematemesis and bloody diarrhea develop, followed by signs related to multiple visceral failure and death [3] [13] .
As a result, ignorance at the epidemic alert threshold and the attitude to take in the suspect person may have consequences for the increase of suspected and contorted cases [2] [12] [14] .
Health care workers are at risk because they work in a high-risk environment.
In resource-poor countries, health infrastructure is under-equipped and low-skilled staffs are responding to an Ebola outbreak; this weakness of the health system is an element of vulnerability that impacts on lethality [15] . For Muyembe et al. [1] , during the 1995 epidemic in Kikwit in the Democratic Republic of Congo, several cases of EVD were diagnosed with Shigellosis because of bloody diarrhea.
It was not until the results of the CDC (Center for Disease Control and Prevention, Atlanta, USA) to confirm the diagnosis of EVD (at that time called Ebola or FHVE haemorrhagic fever). In this context, the assessment of the level of knowledge, attitudes and practices of care staff on EVD is important as it will measure the need for capacity building on prevention and the ability to respond to the epidemic of EVD.
Many authors have tackled studies on EVD, at various aspects and backgrounds of our study. In a Malian study [2] , care staff had a good knowledge of the clinical signs and modes of transmission of the disease, but poor knowledge of the Ebola virus. Fasekas et al. [16] and Karolyhazy et al. [17] reported in England and Hungary, respectively, the knowledge deficits of junior doctors with Boumandouki et al. [18] emphasize the role of the immediate entourage, such as the family, in the spread of the disease; and Behavior Change Communication (BCC) to prevent transmission of the Ebola virus. The assessment of knowledge of care staff remains a strategic tool for identifying the need for training [19] .
There is little study oriented in the assessment of knowledge, attitudes and practices of care staff [8] , hence our motivation to address this issue in order to assess the level of staff readiness a possible epidemic and the need for training on EVD.
Materials and Methods

Site of the Study
Our research was carried out in the Province of Tanganyika, territory and city (administrative branch) of Moba, bringing together five districts: Congo, Kirungu, Kinkalata, Katele and Regeza. The choice of this research environment was motivated by the fact that no epidemic of EVD has ever occurred.
In view of our research topic, we had submitted a questionnaire to the 
Type and Period of Study
It was a descriptive cross-sectional study that covers the three-month period from June to August 2018. The use of the questionnaire allowed the data to be collected.
Study Population
• Target population: Care staff (rapid training agent or auxiliary caregivers, nurses, doctors).
• Sample: Our sample, comprehensive and systematic, was 66 health care staff who met the inclusion criteria.
Inclusion Criteria
All care staff (Rapid Training Officer, Nurses, Physicians) working in the target structures and having agreed to answer our questionnaire on the day of the planned visit to the health facility, in relation to the study period. Any staff who did not meet these requirements had been excluded. 
Study Parameters
The parameters studied in this study included: 
Conduct of the Investigation
After obtaining the authorization to conduct the research (Moba Health Zone), we developed a questionnaire to be submitted to the care staff. When we went down to the field of investigation, we gave the questionnaire to the person to be investigated and the person answered in our presence, without consulting the Internet or the book. When compiling the results, the knowledge of the care staff was judged in three categories:
• Good: complete and truthful answer;
• Wrong: incomplete response or containing false elements;
• Do not know: no idea about the question asked.
Statistical Analysis Methods
The data from our survey were compiled to produce the tables and figures ( Figure 1 & Figure 2 ). We used the calculation of frequency, mean and standard *Fever was the most cited symptom. The response was considered good if the respondent could identify at least seven signs and symptoms related to the Ebola virus disease. On the other hand, it was judged to be bad or incomplete in case the respondents had cited the signs and symptoms unrelated to the Ebola virus disease, sometimes mixing the true and the false. deviation. The chi-square test of Person with a threshold p ≤ 0.05 was used.
Results
Seventy-six care staff had withdrawn the survey questionnaires. The proportion of respondents was 66%, or 86.8%.
With respect to the results of our investigation among the 66 health care staff in Moba, the socio-demographic characteristics showed that 57.6% (n = 38) were men, while 42.4% (n = 28) were women; the age group 18 to 27 was the most represented at 33.3% (n = 22/66) followed by 58 to 60 at 18.2% (n = 12); A2
nurses were most met with 33.3% followed by A1 (27.3%).
General practitioners accounted for 9.1%, or 6 cases. In the majority of cases, the surveyed staff had already completed more than one year in the profession.
The mean age was 32 ± 2.1 years old (Table 1) .
For this survey on Ebola, the majority of respondents knew the name of the causal agent (n = 52, 78.8%), the reservoir of the virus (n = 50, 75.8%), methods of prevention (n = 40, 60.6%), the attitude to be adopted in case of suspicion of EVD (n = 48, 72.7%), the year of the last epidemic (n = 54 81.8%) and the disease was severe (n = 60, 90.9%) ( Tables 2-4) . On the other hand, the definition of the Ebola virus disease was known only in 30 respondents, i.e. 45.5%. Virological knowledge was inadequate or inadequate (Table 2) , as were the number of epidemics in the DRC and the year of the first Ebola outbreak (Table 3) .
Discussion
In many countries, especially in the developing countries, vector-borne diseases are a public health problem facing the health systems in place. We surveyed the health care staff in Moba, out of a total of sixty-six agents, predominantly male (57.6%), with a mean age of 32 ± 2.1 years, mostly nurses (mostly A2) and having a very large proportion of more than one year of professional experience.
The evaluation of the nursing staff on the EVD followed a precise pattern: definition, causative agent (name, nucleic acid, number of species, routes of contamination, origin of the term Ebola, reservoir of the virus, product which inactivates the causative agent), symptoms, prevention methods, severity, history of training on the survey topic, number of epidemics recorded in the DRC (number, year of first epidemic and last epidemic), other haemorrhagic fevers and attitudes or behavior to take in case of suspicion of EVD. At the end of our survey, the overall level of knowledge is not satisfactory and staffs are not prepared to deal with an EVD outbreak.
For Sodano L. in 2015 [20] , the parameters evaluated must reach seventy percent to be considered correct. This is not generally the case for several parame- For this first study in the province of Tanganyika, the health care workers surveyed had good knowledge of the severity of the disease, the attitude to be taken in case of suspicion of the EVD, the methods of prevention, the year of the last epidemic (which may be justified by the fact that the study was conducted during the last two outbreaks in the DRC), the name and reservoir of the causative agent. As Togola et al. in Mali [2] , the health care workers we interviewed had low and poor levels of virological knowledge. Unlike the Malian study and ours, the care staffs do not control the majority of the signs and symptoms of suspicion and the pathways of contaminations. The lack of mobilization to the level of the danger which lurks us and the significant absence of the training in favor of the caring personnel would be at the base.
Health service providers are expected to have an adequate level of knowledge to prevent and care for patients. This knowledge ranges from history to treatment, including virological, clinical and paraclinical aspects [19] . Transmission via the respiratory and/or airborne route is virtually excluded, whereas the risk of sexual transmission has been mentioned and is under study [21] [22] . Hence the precautions required by the Ebola survivor care staff: all sexual relations should be protected.
The virus infects the endothelial system, on average three days, and then spreads rapidly to the entire body by suppressing the immune system. It is therefore a systemic disease. After an incubation period, which varies from 3 to 21 days, the patients present productive and susceptible signs of the disease: fever, jaundice, nausea and vomiting, fatigue, abdominal pain, anorexia, headache, dyspnea, hiccups, phlyctenes, etc. At the state stage occurs a hemorrhagic syndrome (epistaxis, petechiae, melena, hematuria, bloody diarrhea and gingivorragia) and multiorgan failure [3] [23] . But in 2000, Leroy et al. [24] reported that in 45.8% individuals are asymptomatic.
Most of the diagnostic confirmation requires the use of molecular biology and • Sixth: June to November 2012 (Isiro locality, Haut-Uélé province) [11] [23];
• Seventh: August-November 2014 (Boende, Equateur Province) [5] [11];
• Eighth: May-July 2017 (Likati, Bas-Uélé province) [7] ; 
Conclusions
From 1976 to the present day, the Democratic Republic of Congo has been the victim of ten epidemics of the Ebola virus disease (formerly called Ebola haemorrhagic fever: FHVE) in the north, center and east of the country respectively.
There remains the South which reunites the four dismembered provinces of the former Katanga (Haut-Katanga, Lualaba, Haut-Lomami and Tanganyika). Contrary to our original hypothesis, this study found that health care workers have inadequate levels of knowledge to cope with a possible outbreak of Ebola. There is an urgent need for training of health care workers, health education and social mobilization for the whole population.
Therefore, before closing this study, the results obtained push us to formulate the following recommendations: 
